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considerably in appearance, but are not divisible into distinct types. The smaller cells resemble large lymphocytes but there are also frequently larger cells which do not correspond with any normal forms (see Fig. 2 ). It is amongst these that mitoses are fairly frequent. There is an abundance of reticulum fibres probably intimately related to the cells. There are occasional eosinophils but these constitute only a very small proportion of the free cells. There are small foci of fibrinoid degeneration. Vascular changes present are similar to those described in the lymph node. The picture does not suggest Hodgkin's disease or mycosis fungoides, and on the whole fits in more with reticulosis or reticulo-sarcoma, with the balance slightly in favour of the latter: on the other hand the vascular changes and the blood eosinophilia suggest an allergic state (Dr. A. M. Barrett).
Dr. Whittle: The skin biopsy report, received only to-day, showed that this condition, in spite of the persistent high blood eosinophilia, is not in fact an eosinophilic granuloma. Moreover the process, whatever it be, is affecting other organs besides the skin. Weidman (1947) and Lewis and Cormia (1947) have thrown doubt on the existence of the eosinophilic granulomas of the skin. Four days ago the patient had X-ray treatment to his right forehead, and I think the lesion on the right forehead is smaller than on the left, and that it is responding. If this patient is to be irradiated, he must be irradiated all over; it may be, however, that nitrogen mustard may prove a more effective therapeutic measure. I recall a remark by the President on the reticuloses (1944): "We clinicians must not throw up the sponge and just let it drop anywhere in the reticular basket; it will remain our job to differentiate, for that is the meaning of diagnosis."
POSTSCRIPT.-.2.50: The lesions on the face have almost disappeared following the X-ray treatment, but X-ray treatment to the trunk has not been followed by lessening of cedema in arms and legs.
28.2.50: After X-ray treatment-500 r to face, neck, axille and groins-the lesions have practically disappeared leaving only patches of erythema on the face. The cedema of the arms and legs has almost disappeared and his general condition has gradually improved. The tumours appear therefore to be highly radio-sensitive (C. H. W.). 20.5.50: The response to irradiation was unusual in that it was slow, but up to date the condition has cleared completely, and has shown no tendency to recur, and the patient is up and about (Dr. M. Bennett). A married woman, aged 68. In April 1949 she noticed a small brown spot on the nose, which has slowly enlarged.
She is the mother of 3 healthy children now aged 34, 33 and 28, and until 1945 had never been seriously ill. In January 1946 she was referred to a Chest Clinic on account of a cough which had become worse over a period of three to four months. Dr. J. H. Dadds reports: "When she was first seen at the clinic her chest X-ray showed exudative infiltration in the right upper lobe. Sputum was positive for tubercle bacilli on more than one occasion. She made very good progress with prolonged bed-rest followed by sanatorium course, with fibrosis and healing of the lesions which have been regarded as quiescent since early in 1947." Her general health is now excellent.
Examination.-On the right side of the nose is an infiltrated slightly raised, sharply defined plaque about 1 cm. in diameter, brownish-red in colour and rubbery in consistency.
General physical examination reveals no abnormality other than diminished air entry and some dullness to percussion in the right upper chest.
Blood count (20.11.49).-Total white cells 6,300 (polys. 39, eosinos. 3, lymphos. 55, monos. 3%).
Blood Wassermann + +, Kahn, strong positive.
Biopsy.-The very small specimen obtained shows the dermis to be heavily infiltrated by lymphocytes, plasma cells and a large number of eosinophils.
Comment.-The resemblance of this case both clinically and histologically to those shown to this Section by Wigley (1945) and Borrie (1949) is remarkably close. The literature on eosinophilic granuloma of the skin is very confused, as the term has not been restricted to any single clinical or pathological entity. Lever, et al. (1948) pointed out that among the heterogeneous collection of cases recorded under this diagnosis, there is a group of cases showing a number of features in common. The patients are characteristically middle-aged men or women, who develop on the face from one to five purplish or reddish-brown infiltrated plaques from 1 to 10 cm. in diameter. The lesions persist indefinitely and are not permanently influenced by fractional X-ray therapy. There is no evidence of involvement of any other system. Histologically the lesions show a mixed dermal infiltrate in which eosinophils are present in large numbers.
This case and Wigley's and Borrie's cases are all apparently identical with those collected by Lever. The positive blood W.R. is interesting, and the patient will be given specific treatment, but it seems improbable that the skin lesion is related to the syphilitic infection.
Dr. H. J. Wallace: These cases seem to afford a good example of the differentiation Dr. Rook mentioned between this so-called eosinophilic granuloma with a characteristic clinical and histological appearance, and other granulomata of varying appearance both clinically and histologically, with eosinophilia as an incidental finding. The characteristic appearance of the first type seems to be a localized infiltration of the skin with this curious bronze colouring. Dr. Whittle has mentioned the number of reticulocytes and eosinophils which are to be seen in his case, but there is no reason to suppose that this is related to the eosinophilic granuloma shown by Dr. Rook. For example, some patients who show the clinical course of mycosis fungoides may have lesions apparently granulomatous in character with a predominance of eosinophilic cells.
? Lichen Nitidus.-A. D. PORTER, M.D.
Woman, aged 60.
History of nasal catarrh, pneumonia and pleurisy (no fluid). An eruption on the trunk was first noticed two years ago and since then has spread slowly to limbs, neck and face.
Examination showed numerous discrete papules 1-3 mm. in width, scattered over the trunk and limbs, with many pigmented macules. The papules are pink, yellowish, or fleshcoloured, and some are flat-topped and lichenoid, while others are dome-shaped and covered with a scale attached at its periphery and free in the centre. Some of the papules resemble "apple jelly" when seen through a glass slide under pressure and suggest a tuberculide. Fading papules tend to be replaced by a pigmented macule.
Biopsy showed a typical tuberculous structure. No acid-fast bacilli were seen and guineapig inoculation was negative.
Skiagrams.-Chest, thickened pleura at the right base; sinuses, thickened lining of the right antrum; bones of the hand showed no abnormality.
Mantoux, 1:10,000, was negative on two occasions. Blood showed a mild secondary anaemia. Family history.-Two brothers died of pulmonary tuberculosis. One sister died of cancer. One brother and two sisters alive and well. Present illness.-For ten years tender red nodules have appeared on the calves, anterior surfaces of thighs, on the buttocks, arms and forearms. In size they are up to 1 in. in diameter. Their colour gradually changes to purple and after some months they disappear, leaving a pigmented stain. None of the lesions has ever ulcerated or discharged. There appears to be no clear seasonal variation.
